Latino immigrants underutilize mental health treatment services compared with other ethnic groups, despite rates of mental illness that are comparable with those observed among the general population. With regard to suicidal behavior specifically, twice as many Latino suicide attempters do not seek or receive psychiatric services in the year prior to attempting suicide compared with non-Latino White attempters. The main objective of this study was to investigate whether provision of brief, passive psychoeducation in the form of a brochure could increase suicide literacy (i.e., recognizing suicidal behavior, understanding risk factors and causes of suicidal behavior), reduce stigma toward suicidal behavior, and facilitate more positive attitudes toward helpseeking among a population of first-generation Latino immigrants. We hypothesized the participants randomly assigned to the experimental group receiving psychoeducation regarding suicide would demonstrate greater suicide literacy, less suicide stigma, and more positive attitudes toward help-seeking than participants randomly assigned to the control group receiving psychoeducation about exercise. Results revealed that although psychoeducation did significantly increase suicide literacy, it was not effective at changing stigmatizing attitudes toward suicidal individuals or improving attitudes toward seeking professional psychological help. However, lower levels of stigma were associated with more positive attitudes toward seeking help. These findings support the potential for a brief educational intervention to increase literacy among this population, but raise questions about how to effectively reduce stigma and improve attitudes toward treatment-seeking.
There are approximately 19 million Latino 1 immigrants living in the United States today (Migration Policy Institute, 2015) , and Hispanics living in the United States will constitute approximately 30% of the national population by the year 2050 (U.S. Census Bureau, 2010) . Latino immigrants may be at an elevated risk for experiencing internalizing disorders (Falcón & Tucker, 2000; Finch, Hummer, Kol, & Vega, 2001 ) and suicidal behavior (Wadsworth & Kubrin, 2007) , possibly as a result of the strains placed on them by discrimination and the process of navigating two different cultures (Falcón & Tucker, 2000; Finch et al., 2001 ). However, Latinos underutilize mental health services compared with the general population (Alegría et al., 2007; Cabassa, Zayas, & Hansen, 2006) . This underutilization of mental health treatment is especially notable among suicidal Latino Americans. For example, findings from the 2008 -2009 National Survey on Drug Use and Health indicate that Latino adults who report engaging in suicidal thoughts or attempts are less likely than non-Latino Whites to seek or receive psychiatric services (Ahmedani et al., 2012) . In fact, 45.7% of Hispanic suicide attempters report that they did not seek psychiatric services in the year prior to attempting suicide, compared with 24.1% of non-Latino White attempters (Suicide Prevention Resource Center, 2013) . Furthermore, Latinos are less likely than other ethnic groups to call a crisis line during a suicidal crisis (Larkin, Rivera, Xu, Rincon, & Beautrais, 2011) .
Mental Health Literacy and Stigma as Barriers to Care
Low mental health literacy, stigma, and misconceptions about professional treatment are some of the barriers that may prevent Latinos from seeking and receiving treatment for mental health problems (U.S. Department of Health & Human Services, 2001) . Stigma has been defined as the fostering of negative and often incorrect attitudes toward a particular group of people (Corrigan & Penn, 1999) , and mental health literacy refers to the ability to recognize specific disorders, knowledge about risk factors and causes, and attitudes that facilitate recognition and help-seeking behavior (Institute of Medicine, 2004; Jorm, 2000) . Although many studies have identified potential practical barriers that may explain the pattern of underutilization of mental health care services among Latino immigrants, fewer studies have assessed the role of mental health literacy and stigma as barriers to help-seeking among this group.
To our knowledge, existing studies that have investigated mental health literacy in Latinos have only looked at understanding of depression (e.g., Cabassa, Lester, & Zayas, 2007) or psychosis (e.g., López et al., 2009) . Research is needed to investigate mental health literacy among Latino immigrants with regard to other mental health problems, such as anxiety and suicidal behavior. The few studies of depression literacy find Latino immigrants tend to have low depression literacy rates. For example, Cabassa and colleagues (2007) recruited 95 Latino immigrants from a primary care clinic waiting room and presented them with a vignette depicting an individual suffering from major depression. Participants struggled to accurately identify the condition-only 55% described the vignette as depression, whereas others described it as a debilitating condition caused by social stressors that would improve with time.
However, this rate of depression literacy is consistent with the low depression literacy rates exhibited by non-Latino Whites (Deen & Bridges, 2011) .
Regarding stigma, previous research has shown that both having a mental illness and seeking mental health treatment are highly stigmatized among many Latinos (Interian et al., 2010; . In one study, Mexican caregivers who were responsible for adult relatives with a serious mental illness reported lack of family support, stigma, and cultural beliefs such as vergüenza [shame] and negación [denial] as barriers to seeking formal treatment. One caregiver stated, "Mexican families are afraid to look for services because they are worried about what others will say. We have been raised to have shame if there is illness in the family so we hide it" (Marquez & Ramírez García, 2013, p. 405) .
A number of cultural factors have been thought to influence stigma and help-seeking behaviors among Latinos. For example, familismo [familism], a Latino cultural value that emphasizes a strong attachment with the nuclear and extended family, may inhibit use of professional mental health services by this group, because individuals who are struggling with emotional problems may prefer to rely on family supports rather than reveal personal issues to a stranger (Sabina, Cuevas, & Schally, 2012) . Religiosity is another cultural factor that may contribute to the stigma surrounding mental health problems and suicide in particular (Sabina et al., 2012) , given the unacceptability of suicide within Catholic faith (Tadros & Jolley, 2001) . Although this may serve as a protective factor against completed suicide among a highly religious population (Hovey, 1999; Sorenson & Golding, 1988) , higher stigma surrounding suicidal behavior is generally considered harmful, as it may discourage people from talking about their suicidal thoughts or seeking necessary professional help for fear of being labeled as weak, lacking faith, coming from bad families, or being labeled "crazy."
Little research assesses the extent to which suicide stigma is a barrier to help-seeking and whether intervention programs are effective at decreasing stigma (Batterham, Calear, & Christensen, 2013) . As such, research on increasing help-seeking and referrals for individuals at risk for suicide by decreasing stigma has been defined as a key aspirational goal (National Action Alliance for Suicide Prevention, 2014). Intervention studies are needed to determine whether suicide literacy and attitudes toward suicidal behavior can be modified in a community sample, and whether such modifications can result in more positive attitudes toward help-seeking.
Psychoeducation as a Means of Reducing Stigma and Increasing Mental Health Literacy
Psychoeducational interventions can lead to reduced stigma and increased mental health literacy (Corrigan & Penn, 1999; Griffiths, Christensen, Jorm, Evans, & Groves, 2004; Jorm et al., 2003) . Psychoeducational interventions offer information regarding mental disorders to individuals with the intention of changing behavior (Donker, Griffiths, Cuijpers, & Christensen, 2009) , and can be categorized as either passive or active. Donker and colleagues (2009) explain that passive psychoeducation, which can be offered through leaflets, posters, audiovisual aids, lectures, Internet material, or software, does not require specific action on the part of the recipient. Conversely, active psychoeducation requires the recipient to undertake explicit homework or exercises, and is often delivered in the context of treatment.
Despite the gap in service utilization by Latino immigrants, development and testing of psychoeducational interventions for this group is rare. Within the past 10 years, only a few studies have investigated the effectiveness of psychoeducational interventions targeted toward Latinos (e.g., Cabassa, Molina, & Baron, 2012; Hernandez & Organista, 2013; López et al., 2009; Unger, Cabassa, Molina, Contreras, & Baron, 2013 Hernandez & Organista, 2013; Unger et al., 2013) . Fewer studies have investigated the effectiveness of brief, passive psychoeducation-an unfortunate trend given that it is more common, easier to provide, and has the potential to reach a much larger number of people than active psychoeducation and lengthier forms of passive psychoeducation.
The current study contributes to a growing body of research examining the effectiveness of psychoeducation on mental health literacy and stigma reduction. We use a public health framework to ask about the potential impact of an easy-to-administer intervention. According to this framework, the impact of a treatment can be determined by the following formula: Impact ϭ Efficacy of Treatment ϫ % Population Reached (Abrams et al., 1993) . The framework illustrates how a treatment with rather small efficacy that can be delivered to a large group of individuals can have a greater impact on the overall wellbeing of a community than a high-impact treatment that can only reach a few individuals. Current psychoeducation interventions, although showing some effectiveness, require at least 30 min to deliver and are typically done in a one-on-one or small-group setting. This means that their ability to reach large portions of the population is limited and, therefore, that their potential impact on the population is limited.
Purpose of the Present Study
The purpose of the current study was to determine whether reading a brochure on the topic of suicide (a brief intervention that can be widely disseminated) could increase suicide literacy, decrease suicide stigma, and increase positive attitudes toward treatment-seeking among Latino immigrants (see Figure 1) . We hypothesized the experimental group receiving psychoeducation regarding suicide would demonstrate greater suicide literacy, less suicide stigma, and more positive attitudes toward helpseeking than the control group receiving psychoeducation about exercise.
Method Participants
A total of 80 first-generation, immigrantorigin Latino adults participated in the present study. The participants were recruited at five community events that took place in a midsouthern region of the United States between May 2 and October 17, 2015. Hundreds of people walked by the researchers' booth and were informed about the study, but only 81 elected to participate. One participant was excluded because she was below the age requirement. The final sample consisted of 78 participants, because a significant proportion of responses were missing for two participants. Participants ranged in age from 21 to 70 years (M ϭ 36.2, SD ϭ 9.9) and were 70.5% female. Eighty-five percent of the participants identified as Mexican, 8% identified as being from another country in Central America, 6% identified as Puerto Rican, and 1% identified as South American. Participants' time spent living in the United States ranged from 0.8 to 45 years (M ϭ 17.6, SD ϭ 9.0). Eighty-six percent of the participants identified as Catholic. Only 64% of the participants had graduated from high school.
Materials
Suicide brochure. The brochure detailing information about suicide was a National Institute of Mental Health publication (U.S. Department of Health & Human Services, National Institutes of Health, National Institute of Mental Health, 2010) that included information on prevalence statistics, risk factors, prevention methods, and crisis help lines for suicide. It was available in both English and Spanish from the publisher.
Walking brochure. The brochure detailing information about walking was a WeightControl Information Network publication (U.S. Department of Health & Human Services, National Institutes of Health, Weight-Control Information Network, 2014) that included information on stretches that can be performed prior to walking, a sample walking routine, and the potential health benefits of walking. It was available in English and Spanish from the publisher.
Vignette. A vignette describing a depressed individual who has recently attempted suicide was developed to assess participants' levels of suicide literacy, suicide stigma, and attitudes toward seeking professional help. The vignette describes an individual who has been feeling depressed, has lost interest in things that once gave him pleasure, has lost touch with friends, feels like he is a burden on his family, and has recently tried to kill himself. Vignettes are commonly used to assess mental health literacy (e.g., Bridges, Karlsson, & Lindly, 2015; Cabassa et al., 2007; Deen & Bridges, 2011) . In fact, this type of methodology has been shown to be effective in assessing literacy among diverse populations such as rural Americans (e.g., Deen & Bridges, 2011) and Latino immigrants (e.g., Cabassa et al., 2007) . The vignette used in the current study was adapted from a depression vignette created by Deen and Bridges (2011) . The vignette was modified in the following ways. First, the main character's name was changed from John to José. Second, local expressions such as "down in the dumps" were changed to more generic language. Third, more information about functional impairment was added, such as increased distance between José and members of his social support network (family, friends). Consistent with Joiner's (2005) interpersonal theory of suicide, the vignette also included a sentence indicating José feels he is a burden to his family. Finally, the vignette clearly specified José has thoughts that he would be better off dead and that the week prior, he had tried to kill himself.
Measures
Suicide literacy. Participants' suicide literacy (i.e., knowledge of suicide) was assessed using the short form of the Literacy of Suicide Scale (LOSS) created by Calear, Batterham, and Christensen (2012) . The short form of the LOSS consists of 12 true-false items assessing knowledge about suicide. For the purpose of this study, these items were reworded to pertain to the situation described in the vignette. Example items include "[The person described in the vignette] will always be suicidal and entertain thoughts of suicide" and "Seeing a psychiatrist or psychologist may have helped prevent [the person described in the vignette] from trying to kill himself." When developing the LOSS, the authors used item response theory to identify items that had the strongest discrimination of the underlying literacy construct (Calear et al., 2012) . The scale provides a total literacy score (percent correct) and can be broken down into three literacy themes-signs/symptoms, cause/ nature, and treatment/prevention-for identification of individual strengths and weaknesses (Calear et al., 2012) .
Suicide stigma. Participants' desire for social distance from suicidal individuals was assessed using a revised version of the Social Distance Scale developed by Link, Phelan, Bresnahan, Stueve, and Pescosolido (1999) . In this study, the Social Distance Scale included five items that asked participants about their likelihood of interacting with the suicidal individual described in the vignette on a number of social levels. An example item is, "Would you spend an evening socializing with [the person described in the vignette]?" Possible responses to each item include 0 ϭ definitely not, 1 ϭ probably not, 2 ϭ probably, and 3 ϭ definitely. Scores on each item are summed to represent an overall social distance score, with lower scores indicating a greater desire for social distance from suicidal individuals. This is a commonly used measure of stigma surrounding mental illness, and it has been shown to have good to excellent internal consistency, with Cronbach's alphas ranging from .75 to greater than .90 (Link, Yang, Phelan, & Collins, 2004) . Additionally, the Social Distance Scale has been shown to have convergent validity with the Depression Stigma Scale (r ϭ .53). This measure has been used for Latino samples before, and has demonstrated adequate internal consistency in use with Latino samples (Cronbach's alpha ϭ .75). The Cronbach's alpha in the present study was .90.
Attitudes toward help-seeking. Participants' attitudes toward seeking care were assessed using a revised version of the Attitudes Toward Seeking Professional Psychological Help Scale-Short Form (ATSPPH-S; Fischer & Farina, 1995) . This inventory consists of 10 items that intend to measure participants' attitudes toward mental health treatment. For the purpose of this study, the questions were reworded so that they pertained specifically to the situation described in the vignette. Items are rated on a 4-point Likert-type scale with response options ranging from 0 ϭ disagree to 3 ϭ agree. An example item is, "[The person described in the vignette] is not likely to solve his emotional problems alone; he is likely to solve them with professional help." Scores range from 0 to 30, with higher scores indicating more positive attitudes toward seeking psychological treatment. This measure has been shown to have good internal consistency for a Latino sample (Cronbach's alpha ϭ .83; Rojas-Vilches, Negy, & Reig-Ferrer, 2011), as well as adequate construct and criterion validity (Elhai, Schweinle, & Anderson, 2008) . In the present study, the Cronbach's alpha for the entire scale was .62. Follow-up analyses revealed that the reliability of the scale improved significantly upon deletion of the five reversescored items. As such, the five positively worded items of the scale were the only items included in the analyses. The Cronbach's alpha for the revised scale was .80.
Depression. Participants' level of depressive symptoms was assessed using the Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977) . The CES-D consists of 20 items that ask about depressive symptoms in the past week. Items are rated on a 4-point scale from 0 ϭ rarely or none of the time to 3 ϭ most or all of the time, with higher scores indicating a higher level of depressive symptomatology. A score of 16 or higher suggests that the participant is at a risk for clinical depression. The CES-D has been shown to have good internal reliability and construct validity among Latino samples (e.g., Camacho et al., 2009; Grzywacz et al., 2010 ). Cronbach's alpha for the CES-D in the current study was .84.
Demographics. General demographic information about the background and current living circumstances of participants was also collected. A demographics form assessed participant age, sex, ethnicity, level of education, religious affiliation, amount of time living in the United States, and financial strains. In addition, participants were asked to indicate how often they had thought about killing themselves in their lifetime, how many times they had ever attempted suicide, and, if so, how much they wished to die during their most serious attempt. Finally, participants' exposure to suicide was assessed by way of a 10-level multiple choice item, with the highest level of exposure recorded out of no exposure (0), having observed suicide in a movie or TV show (1), having watched a documentary on suicide (2), having had a colleague who attempted or died by suicide (3), having provided services to someone who attempted or died by suicide (4), having had an acquaintance who attempted or died by suicide (5), having had a relative who attempted or died by suicide (6), having had a close friend who attempted or died by suicide (7), having lived with someone who attempted or died by suicide (8), or having personally attempted suicide (9).
Procedure
Potential participants were recruited from five regional community events. Inclusion criteria were such that participants had to selfidentify as a first-generation Latino immigrant, be 18 years of age or older, and be fluent in either Spanish or English. From this convenience sample, participants were randomly assigned to either the control or the experimental condition by way of receiving either an odd-(control group) or even-numbered (experimental group) questionnaire packet out of a shuffled stack. Prior to receiving the intervention, all participants answered questions about their demographic information and suicide literacy. There were no differences between the two groups at pretest. Then, participants in the experimental group received information from a brochure on suicide (U.S. Department of Health & Human Services, National Institutes of Health, National Institute of Mental Health, 2010), whereas participants in the control group received information from a brochure on walking (U.S. Department of Health & Human Services, National Institutes of Health, WeightControl Information Network, 2014). The walking brochure was chosen as a control condition because it presented health information and was very similar in appearance and word length to the suicide brochure. Because of concerns about the functional literacy of the sample, all participants were also given the option to listen and follow along to a languagecongruent audio recording of the brochure. After receiving information from the brochure, all participants filled out a questionnaire packet that assessed their postintervention suicide literacy, stigma toward suicidal behavior, attitudes toward seeking treatment for suicidal behavior, depression symptomatology, current and past suicidal ideation, previous suicide attempts, and exposure to suicide. After completing the questionnaire packets, all participants were debriefed and given a list of local and national resources that offer care for mental health problems and suicidality. The entire study was completed in a single session.
All measures that did not have a Spanish form available were translated to Spanish using the Brislin (1970) method. Specifically, bilingual researchers forward-translated and backtranslated each measure. Measures that were available in Spanish had been previously translated using a double-translation procedure, and had been found to be reliable and valid. Questionnaires were available in both Spanish and English.
Trained facilitators were on hand to read or clarify survey questions for individual respondents who required additional assistance. Consent forms were read and signed by individuals who wished to participate. Human subjects approval for these procedures from the institutional review board of the University of Arkansas was obtained. Surveys took about 30 to 45 min to complete. Respondents were compensated with $10 after completion of the entire questionnaire packet as incentive to participate.
Analytic Strategy
The data were entered in IBM SPSS 21. Descriptive statistics were obtained in order to screen the data for collinearity, outliers, and missing values. Missingness was examined by dummy coding missingness and then correlating it to sociodemographic variables, independent variables, and outcome measures (Allison, 2002; Enders, 2010) . Missingness was positively associated with lower levels of education and acculturation. For participants that had more than 80% of responses for any given scale, a total score was calculated for that scale by taking the average of the items answered and multiplying this average by the number of items in the scale. For participants that answered at least 10 out of 12 questions on the literacy quiz, a percentage score was calculated based on the total number of items answered. Two participants had more than 20% missing data and were excluded from subsequent analyses.
The data were examined to ensure compliance with the assumption of normality. A correlation of r Ͼ .9 or a variance inflation factor (VIF) greater than 10 was used as a benchmark for multicollinearity (Myers, 1990) . None of the variables were redundant. Outliers were considered to be data points that fell outside of three standard deviations from the mean of a scale. Only one outlier was present in the data. The data were then examined for the presence of kurtosis and skewness, using benchmarks of Ն2 for skewness and Ն4 for kurtosis, respectively (Tabachnick & Fidell, 2007) . There was no significant skewness or kurtosis on any of the variables used.
Pearson product-moment correlations were completed as indices of association between continuous variables. Point-biserial correlations were completed as indices of association between continuous variables and gender. In addition, t tests were used to examine differences between the control and experimental groups on the main variables of interest. Finally, to further explore the nature of the relationships between the variables of interest and to test the hypothesized serial mediation model, we performed a path analysis using the AMOS 21.0 statistical package (Arbuckle, 2012) . Exogenous variables included psychoeducation condition (1 ϭ suicide; 0 ϭ walking), baseline suicide literacy, and educational attainment. Mediators included postpsychoeducation literacy and stigma. The final endogenous variable was help-seeking attitudes. Indices of goodness of data fit included chi-square (with nonsignificant p value as the criterion for fit), comparative fit index (CFI; with CFI Ͼ.95 as the criterion for fit); and the root mean square error of approximation (with RMSEA Ͻ.06 as the criterion for fit; Schumacker & Lomax, 2012) .
Results

Descriptive Statistics
The means and standard deviations of all variables are shown in Table 1 . Participants demonstrated a comparable level of suicide literacy with that found in previous studies (e.g., Batterham et al., 2013; Calear, Batterham, & Christensen, 2014) . Participants also reported a low level of stigma (a mean score of 11.37 suggests that the sample is "probably willing" to interact with a suicidal person). In fact, only 21.1% of the sample reported a desire for social distance from the suicidal individual described in the vignette, which is much lower than the 38% to 47% endorsing a desire for social distance from a depressed individual in previous studies among the general population (e.g., Link et al., 1999; Martin, Pescosolido, & Tuch, 2000) . Finally, 87.2% of our sample endorsed positive attitudes toward seeking professional psychological help for emotional problems. This figure is fairly consistent with findings from other studies (e.g., 83.7% of general population [Gonzalez, Alegría, Prihoda, Copeland, & Zeber, 2011] ; 81% of Latinos [Shim, Compton, Rust, Druss, & Kaslow, 2009] ). Participants reported a mild level of depression overall. Using the clinical cutoff scores proposed by Lewinsohn, Seeley, Roberts, and Allen (1997) , 34.6% of the participants had scores suggestive of moderate depression, whereas the remainder fell below the clinical cutoff. Seventy percent of the sample reported that they had never experienced any suicidal ideation, 16.7% said that they had rarely thought about killing themselves in their lifetime, 6.4% said that they had sometimes thought about killing themselves in their lifetime, 3.8% said they had often thought about killing themselves in their lifetime, and 1.3% said that they had thought about killing themselves in their lifetime very often. Furthermore, 88.5% of the sample indicated that they had never attempted suicide, 5.1% reported one prior attempt, and 5.2% reported two or more prior attempts. Of those that attempted suicide, 14% reported a low desire to die and 86% reported a high desire to die. Table 1 shows the intercorrelations between the variables in the study. Most of the relationships were in the hypothesized direction. Acculturation had a significant negative association with nonstigmatizing attitudes toward suicidal behavior. Level of education had a significant positive association with literacy scores at Time 1 (prior to receiving psychoeducation) and Time 2 (immediately following psychoeducation). Depression was strongly positively associated with suicidal behavior, and exposure to suicide had a significant moderately positive relationship with literacy at Time 2. Higher acceptance of suicidal behavior was moderately associated with positive attitudes toward help-seeking for suicidality.
Correlations Among Variables
Effects of Psychoeducation
Independent samples t tests were run to compare literacy scores, stigma, and attitudes toward seeking help after receiving psychoeducation in the control and experimental conditions. There was a significant difference between literacy percent correct scores for the experimental (M ϭ 82%, SD ϭ 13%) and control (M ϭ 76%, SD ϭ 12%) conditions, t(76) ϭ 2.16, p ϭ .03. These results indicate participants who received brief, passive psychoeducation about suicide performed better on a suicide literacy quiz than participants who received psychoeducation about walking. There was not a significant difference between nonstigmatizing attitude scores for the experimental (M ϭ 11.00, SD ϭ 3.29) and control (M ϭ 11.76, SD ϭ 2.76) conditions, t(74) ϭ Ϫ1.07, p ϭ .29. There was also not a significant difference in positive attitudes toward seeking help between the experimental (M ϭ 12.33, SD ϭ 2.42) and control (M ϭ 11.56, SD ϭ 2.43) conditions, t(76) ϭ 1.40, p ϭ .17. These results suggest that brief, passive psychoeducation about suicide was not effective at changing stigmatizing attitudes toward suicidal individuals, nor was it effective at improving attitudes toward seeking professional psychological help.
Path Analyses
To test the hypothesized mechanism of change, we performed a path analysis using full information maximum likelihood estimation because the data were distributed normally (Kline, 2005) . First, the full model (Model 1; Figure 2 ) was examined. The model included three sets of predictors of attitudes toward seeking help: psychoeducation condition, literacy after receiving psychoeducation, and nonstigmatizing attitudes, as well as two covariates (baseline literacy and educational attainment). Results showed that the model provided a good fit for the data, 2 (3) ϭ 0.38, p ϭ .944, CFI ϭ 1.00, RMSEA ϭ .00, 90% confidence interval (CI) [.00, .03]. Because we had hypothesized that psychoeducation would affect help-seeking attitudes through increased literacy and, in turn, decreased stigma, a second path model (Model 2; Figure 3 ) was examined that excluded direct paths from psychoeducation condition to stigma and help-seeking attitudes, and from literacy to help-seeking attitudes. This model also fit the data well, 2 (6) ϭ 3.69, p ϭ .718, CFI ϭ 1.00, RMSEA ϭ .00, 90% CI [.00, .11]. This trimmed model was not statistically inferior to the full model, diff 2 (3) ϭ 3.31, p Ͼ .05. In the final model, psychoeducation was significantly associated with literacy, after controlling for baseline literacy and educational attainment. Non-stigma was also strongly positively associated with positive attitudes toward seeking psychological help. However, literacy did not predict reductions in stigma, nor did it directly or indirectly predict increases in positive attitudes toward help-seeking for suicidality.
Discussion
Because of the underutilization of mental health services by Latino immigrants, despite rates of suicidal behaviors that are comparable with those found in the general population, re- search examining factors that may influence help-seeking for suicide among this group is warranted. The current study investigated the potential impact of an easy-to-administer, brief, passive psychoeducational intervention. Specifically, we investigated whether brief, passive psychoeducation about suicide would increase suicide literacy, decrease suicide stigma, and increase positive attitudes toward treatmentseeking among Latino immigrants.
We hypothesized the experimental group that read a brochure about suicide would demonstrate greater suicide literacy than the control group that read a brochure about walking. This hypothesis was supported. Passive psychoeducation about suicide was found to have a small but significant effect on suicide literacy; participants in the experimental group scored 5 percentage points higher on a suicide literacy quiz than participants in the control group, controlling for level of educational attainment and baseline literacy. Of note, participants with higher educational attainment not only demonstrated greater literacy at baseline but also were more likely to show an increase in literacy after receiving psychoeducation. This is consistent with previous findings showing psychoeducation is generally more effective for individuals who are already knowledgeable and agree with its message (Devine, 1995) .
We also hypothesized the experimental group would demonstrate lower levels of stigma and more positive attitudes toward seeking help for suicide than the control group. These hypotheses were not substantiated. Although brief, passive psychoeducation increased literacy, it did not directly or indirectly (through literacy) decrease stigmatizing attitudes toward suicidality, nor did it impact positive help-seeking attitudes. As such, the serial mediation model we hypothesized did not hold up. However, lower stigma was related to more positive attitudes toward help-seeking, consistent with previous findings (e.g., Barney, Griffiths, Jorm, & Christensen, 2006; Corrigan, 2004; Link & Phelan, 2006) . Corrigan and Penn (1999) identified three approaches for reducing stigma: protest (telling people to stop holding negative opinions about people with mental illness), education (educating people about mental illness), and contact (increasing exposure to and interactions with people with mental illness). We examined the second of these three approaches in our study, finding that increasing knowledge through brief, passive psychoeducation was insufficient to produce immediate attitude change. There are a number of possible explanations for our failure to find this effect. First, Penn, Kommana, Mansfield, and Link (1999) found that, when attempting to dispel stigma about schizophrenia, providing information about the relationship between dangerousness and schizophrenia was especially important in creating attitude change. Thus, it could be that our psychoeducational materials did not go far enough in explicitly speaking to the danger (or lack thereof) that suicidal individuals pose toward other people. Penn and colleagues also found the positive effects of education on stigma were attenuated when participants had to rate their experiences with an actual individual with serious mental illness. This could also explain our inability to find a relationship between literacy and stigma, because we measured stigma with regard to a specific hypothetical individual, rather than stigma toward suicidal people in general. It may also be that brief, passive psychoeducation in the form of a brochure provides an insufficient dose of education to result in measurable attitude change.
As Cabassa and colleagues (2012) have asserted, it is likely that standardized brochures are an ill-fitting psychoeducational intervention for this particular population. Our findings partially support this claim. Although the brochure utilized in this study was ineffective at changing stigma and help-seeking attitudes, it did increase suicide literacy. It may be that changes to stigma and help-seeking attitudes do follow increased literacy, but emerge at a slower rate.
Cabassa and colleagues (2012) also argued that literacy tools need to be culturally and linguistically adapted to the population they are targeting in order to be effective. Some benefits of the culturally adapted fotonovela intervention that they proposed included enhanced audience engagement and homiphily, as well as modeling of appropriate treatment-seeking behavior, which are important parts of many antistigma strategies (Reinke, Corrigan, Leonhard, Lundin, & Kubiak, 2004) . Unfortunately, we did not compare a standard (unmodified) brochure with a culturally modified brochure and therefore cannot speak to the benefits of modifying psychoeducational materials about suicide for Latino immigrants. It may be that a cultur-ally modified version of the brochure would have demonstrated impacts on stigma and helpseeking attitudes. However, even culturally modified psychoeducational interventions such as the fotonovela intervention generally have failed to reduce stigma toward mental health problems (Cabassa et al., 2015; Hernandez & Organista, 2013) . In the future, research should continue to examine the effects of cultural modifications to both active and passive forms of suicide psychoeducation. Education strategies may also be augmented by direct interpersonal contact with suicidal individuals, as it has been shown that direct interpersonal contact with a person with mental illness is the most effective way of diminishing psychiatric stigma (Couture & Penn, 2003) . Furthermore, this population in particular could benefit from greater contact with service providers in the community. Indeed, in a qualitative evaluation of Cabassa and colleagues' (2012) fotonovela intervention, participants said that having a relatable character model appropriate help-seeking was especially helpful with regard to learning about various depression treatment options (Hernandez & Organista, 2015) .
Unfortunately, interventions that involve an active teaching component or direct interpersonal contact with members of a stigmatized group are much more costly and difficult to disseminate than passive psychoeducation, limiting their potential impact. Thus, a consideration of the relative merits of passive psychoeducation (i.e., cheap, easy to disseminate widely within the general population) versus more active interventions is warranted. For instance, it may be that passive psychoeducation is an acceptable intervention for the general population, whereas more active interventions should be targeted to specific influential or stigmatizing individuals.
The results of this study should be considered in light of its limitations. First, our findings are based entirely on self-report data. This is generally problematic because responses to attitudinal and stigma measures are especially likely to be influenced by social desirability effects. We attempted to address this problem in the current study through use of random assignment, maximizing the likelihood that both groups would be equally influenced by social desirability effects. Second, the vignette we used has not been validated in any other studies.
As such, it is unclear whether it indeed assesses suicide literacy and would need additional evidence of validity. Third, the current study only examined the immediate effects of psychoeducation on attitude change. Studies with a longer follow-up period may be needed to determine whether psychoeducation can influence attitude change in the long run. In addition, the difference between expressed stigma and actual discriminatory behavior should be considered, because shifts in self-reported attitudes can occur without any change in behavior (Devine, 1989) . Incorporating implicit and behavioral measures of stigma could be a useful strategy for addressing both of these limitations (Corrigan & Shapiro, 2010) . Similarly, although attitudes toward treatment-seeking have been shown to be an important predictor of intentions and future behavior (Ajzen & Fishbein, 1980) , determining whether self-reported stigma and attitudes toward treatment-seeking are predictors of actual help-seeking behavior is an important next step. Finally, the current study evaluated the effectiveness of a standardized brochure about suicide, rather than a psychoeducational intervention that included cultural modifications. Future research is needed to test the effectiveness of various cultural modifications to existing psychoeducational interventions for this group.
Conclusion
Low mental health literacy and stigma surrounding mental illness have been identified as barriers that may prevent help-seeking among Latino immigrants. A common intervention technique for targeting mental health literacy and stigma is the provision of psychoeducational brochures, because they are much easier and less expensive to provide than active psychoeducation and treatment. Although brief, passive psychoeducation in the form of a brochure was found to be effective at increasing suicide literacy in this population, it was not sufficient to produce attitudinal change toward suicidal individuals or help-seeking. As such, future efforts to reduce stigma and increase help-seeking among this population should include more active forms of psychoeducation that focus explicitly on disconfirming false beliefs about suicidal individuals, and include direct interpersonal contact with suicidal individuals. Furthermore, it seems that cultural modifications (i.e., use of relatable characters, engaging storylines, explicit modeling of appropriate treatment-seeking) to more active forms of psychoeducation may be especially important in increasing service utilization among Latinos. That being said, the relative merits of brief passive psychoeducation should not be ignored, as it has the potential to reach a greater number of people, and our results show that it can be effective at increasing mental health literacy.
